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Survival after aortic dissection in giant cell arteritis
Acute aortic dissection in giant cell arteritis is rare and usually fatal. It is associated with hypertension and is commoner in females. We describe two patients who were diagnosed in life and who survived on medical treatment alone for a prolonged period: one for two years; the other still alive at three years. A third patient who required aortic grafting has survived 14 years. A literature review revealed 43 other cases, with only three survivors on medical care alone.
Case reports PATIENT 1 A 68 year old white male presented with acute chest pain on exertion radiating to the back, accompanied by dyspnoea and sweating. He had noted weight loss of more than 7 kg over the previous months. A history of back and neck ache was ascribed to spondylosis, and shoulder pain to a rotator cuff lesion. His pulse was 60 beats/min regular, and his blood pressure was 150/70 mm Hg. An ejection murmur was noted at the left sternal edge. Examination was otherwise unremarkable.
The patient developed intermittent pyrexia over the next three weeks, and experienced frequent left sided stabbing chest pain. The leucocyte count increased from normal to 14-5 with a neutrophilia. Erythrocyte sedimentation rate (ESR) peaked at 94 mm/l st h and C reactive protein (CRP) at 260 mg/l. Blood and urine cultures were negative, and autoantibody screen was normal. The electrocardiogram (ECG) showed left ventricular hypertrophy, confirmed by transthoracic echocardiogram, which showed no other abnormality. Chest radiograph showed minor atelectasis at both lung bases. Indium labelled leucocyte scan showed some mediastinal uptake. Computed tomography (CT) of the thorax, without intravenous contrast medium (because of asthma), showed a normal mediastinum but a small rim of pleural fluid on the left.
At follow up, the patient complained of right thigh claudication. Radiofemoral delay was noted. CT of the abdomen showed internal displacement of calcified atheroma in the aorta, suggesting aortic dissection. Magnetic resonance imaging (MRI) confirmed this as distal to the origin of the left subclavian artery, extending to the aortic bifurcation. Eight weeks after discharge, he developed headaches, aching thighs and jaw claudication with temporal artery tenderness. Prednisolone 30 mg daily was begun with rapid improvement. Clinical improvement correlated with his ESR decreasing to normal and with gradual resolution of the radiofemoral delay. PATIENT 2 A 68 year old white women presented with five days of worsening anterior pleuritic chest pain radiating to the left, sweats, nausea, and an increased temperature. She had a history of osteoarthrosis, euthyroid Graves' ophthalmopathy, Raynaud's phenomenon, and longstanding hypertension. Temporal arteritis had been diagnosed on biopsy eight years previously, following a characteristic illness accompanied by an ESR of 121 mm/lst h. Prednisolone for three years had achieved remission.
On admission, the patient was pyrexial at 37 70C. The heart rate was 110 beat/min with no radiofemoral delay, and the blood pressure was 140/90 mm Hg, equal in both arms. There was dullness to percussion at both lung bases and bronchial breathing at the left base. ESR was 86 mmnlst h, and the leucocyte count I1-4 with a neutrophilia. ECG showed left ventricular hypertrophy. Chest radiograph showed bilateral small pleural effusions and a markedly widened mediastinum. CT of the thorax and abdomen revealed a dilated thoracic aorta with a dissection in the descending portion. Transoesophageal echocardiography (TOE) initially suggested dissection commencing at the aortic root; however, repeat CT, arch aortography and MRI confirmed type B dissection. The patient was treated with a [3 blocker to maintain normal blood pressure, and prednisolone at a dose of 20 mg. The pain resolved and she was discharged, remaining well and normotensive for two years. Mediastinal widening then began to accelerate, MRI imaging confinning a grossly dilated dissecting descending aorta and dilatation of the ascending aorta (figure). She 
